Introduction
In this paper the term 'adolescence' will be used to refer to the age span of 13-17 years or roughly high school age. It is believed that this age span can represent a conceptually separate developmental period which requires its own special considerations.
About three months ago a 14-year-old boy was referred to me by another psychiatrist. At the time of my assessment at the Child and Adolescent Service of the Clarke Institute of Psychiatry this boy was an inpatient on a Psychiatric Unit in a General Hospital where he had been residing for several months. The patient was referred at his parents' request for a second opinion with regard to diagnosis and recommendations for future treatment and management.
The following quotation, is taken from the referring psychiatrist's letter. "L.V. was admitted to our Psychiatric Unit from the emergency department, where he first appeared with toxic symptoms following the use of LSD. The toxic symptoms cleared almost immediately after admission.
"Since his admission he has not developed a trusting relationship with any adult. He generally reacts to any approach by an adult in a sullen, angry and defiant manner. I soon decided to cease making active approaches to him and wait for him to show evidence of involvement, commitment or concern about himself. To this point this has not occurred."
It is these remarks contained in this letter of referral which stimulated to-day's paper. It seemed clear that the referring psychiatrist wished to establish a type of therapeutic contract which is seldom realized with adolescents, although often useful with adults.
A therapeutic contract is established whenever a patient and therapist meet. At the onset some understanding is established as to how they are going to relate to each other, that is, some understanding of mutual obligations, attitudes, xpectations, roles and rules of behaviour.
I The Therapeutic Contract with Adults
The contract commonly established with adults in adult psychiatry involves the following expectations which will be divided into parts A) and B).
A) Expectations of the Psychiatrist Regarding his Adult Patient
Let us first examine some of the characteristics the psychiatrist commonly looks for in his prospective patient.
1) The patient is expected to appear anxious and to be hurting in some way. He is expected to feel uncomfortable about his behaviour and how he is relating to others with regard to his feelings, moods and inner tensions. He is expected to recognize and verbalize to some extent the fact that he is in pain.
2) The psychiatrist expects that since the patient is hurting and knows that he is hurting, he is motivated to change in order to bring about relief of pain. Indeed, he expects that the patient (nonpsychotic and non-character disorder) will come to the therapist, at least superficially, with some request for help. It is assumed that he will give some acknowledgement to the concept that changes in feeling or behaviour would be helpful and at least should be entertained.
3) The patient is expected to somehow regard the psychiatrist as a necessary agent. He is expected to feel that the psychiatrist has or could have an important role to play in the reduction of the suffering he is experiencing.
B) Expectations of the Psychiatrist
Regarding his Own Role Let us now turn to some of the usual attitudes regarding his own role whi~h the therapist brings into the therapeutic contract with his adult patients. 1) In intensive psychotherapy the therapist often adheres very closely to the model of the interpretative, intuitive, non-directive psychotherapist. He would like to regard himself as a catalyst, by which the patient can learn more about his feelings, thoughts, wishes, desires and attitudes and thus gain a more clear and useful understanding of his inner self. He hopes that this new understanding will eventually lead to further maturation and new health. He does not see himself as one who gives his patient active direction, advice and counselling. He does not feel that he should make known or explicit his own values, morals, judgments, attitudes and biases.
2) The therapist generally feels that he should not assume direct responsibility for his patient's behaviour. It is his general view that the patient ultimately should be responsible only to himself and that the limits and controls should come from within. In a sense, the therapist usually allows his patient to assume the rights and responsibilities of an adult. Within very wide limits, he allows his patient to adopt his own course of action, to behave as he wishes and to make changes only when and if he decides.
3) The psychiatrist, in his therapeutic contract with adults, commonly tends to obligate himself to strict confidentiality. He implies to the patient that any of the material which is raised will not be shared. He generally tries to promote an atmosphere in which the patient can faithfully discuss all matters freely without fear of repercussion from relatives (such as spouse or parents). He implies that their mutual experience is indeed isolated from the main stream of the patient's life. The patient is almost guaranteed that the therapist will not make direct contacts with other important figures in his life, unless by mutual consent.
4) The therapist generally regards himself as a passive listener rather than an active participant and he subscribes to a model which suggests to him that he should listen, remain relatively neutral, be reflective and only occasionally interpret. He feels that he should not initiate topics of conversation or direct its course. Most often he feels he should wait for subjects to be raised by the patient, and that during intensive psychotherapy sessions he should not become involved in realistic work problems and mutual behaviour activity or in the discussion of some mutually interesting topic divorced from the patient and his problems (such as skiing or automotive design).
Some of these above-outlined attitudes represent some of the usual basic terms of the psychiatric contract. ,!,he therapist often becomes alarmed If he feels he cannot proceed within the context of their prescribed guide lines. In. the ca~e of the patient described previously, It is obvious that he did not seem to possess the attitudes usually felt necessary for a patient who is about to become involved in adult psychotherapy. It also seemed that the referring psychiatrist entertained certain notions of the psychiatric role not in keeping with the role required to actively engage this type of youngster in psychotherapy.
Here are a few excerpts taken from the interview held with this patient at the time of his assessment. These are excerpts from a ninety-minute session which will give you some indication of the attitudinal set with which this patient approached the psychiatrist. 
II

The Theraputic Contract with Adolescents
Let us now turn to the therapeutic contract to be established with adolescents. As in Section I the expectations involved will again be divided into two parts, A) and, B).
A) Common Attitudes of Adolescent
Patients to be Expected by the Psycbiatrist The two excerpts just illustrated demonstrate rather extreme versions of attitudes which teenagers often bring into their relationship with a psychiatrist. Some of these can be listed.
I) The teenager commonly presents to the psychiatrist overt feelings of omnipotence and superiority. He tries to assert himself as grown up, as adult and as not needing to rely on anyone.~e last thing in the world he wants to admit is that he is looking for help, advice, reassurance or guidance from any adult. To actively ask for help from an adult would only tend to reaffirm suspicions that he is weak and therefore not as grown up as he supposes. Most often he comes to the psychiatrist with the attitudes of "I don't need you. You can't help me. I can't talk to you. You have nothing to say to me or anything that could possibly be of any help to me."
2) The teenager comes with a whole host of conceptions and misconceptions of what a psychiatrist is and what will take place. Sometimes he feels that he will be asked to lie down on a couch and produce free associations. On other occasions, he believes that the psychiatrist will only be interested in the intricacies of his sex life, which at this point in his life, like most other things, he feels most unsure of and is most reluctant to discuss.
3) The teenager often has the notion that the psychiatrist will adhere strictly to confidentiality and that he will be quite inactive.
4) The teenager often fears that the therapist will not be able or be strong enough to take active charge of him and his difficulties. 5) Since the teenager almost always cannot admit that he is in distress or that he is hurting, he rarely can admit that he wishes change. He is seldom able to state that he could envision the psychiatrist as being at all useful to him.
The psychiatrist who chooses to treat adolescents intensively must be confronted by these attitudes in his patients. He must therefore come to grips with treating a patient who presents with a set of attitudes most unlike those of the usual adult psychiatric patient. Most disturbed teenagers, if viewed by adult standards, could easily be seen as classically not motivated, not workable, without sufficient insight and not amenab~e to intensive psychotherapy. However If the teenager and the attitudes he brings are viewed according to teenage therapy standards, much of what would otherwise seem ominous to considerations for psychotherapy becomes the expected and the normative.
B) Expectations of the Psychiatrist
Treating Adolescents Regarding his Own Role. The psychiatrist must come into his psychotherapy relationship with the teenager with a set of attitudes regarding his own role, different from those he entertains with adults or young children. Some of these differences in attitudes are outlined.
The psychiatrist must recognize that since it is contrary to the usual psychology of the age for the teenager to openly ask for help from an adult, he should not expect or wait for the patient to indicate that he wants or feels any need for therapy. If after assessing his teenage patient, he feels that the patient should enter into psychotherapy he should arbitrarily order the patient into therapy and require that he attend sessions. The psychiatrist, himself, should make decisions with regard to spacing, length and timing of interviews. Very often therapy has to proceed with the teenager cyclically repeating on the surface that he is attending strictly against his will and protesting loudly that the sessions are completely useless. Experience has shown that quite intensive therapy can proceed sandwiched in between such cyclical protestations. There is some indication that the patient often requires this atmosphere of superficial protestation in order to save face and maintain self-respect as a potentially independent teenager. He needs to believe that he could get along quite well without anyone's help.
The psychiatrist must make use of authority in the therapeutic process. In order for therapy to be able to proceed, he must have some indication that the teenager will respond to his own authority as an adult and a doctor. If the psychiatrist does not feel that his own authority will be recognized and effective, then he must in some way solicit the support of outside authority such as the parents, the school or the juvenile court to help back up the therapy. Psychotherapy with teenagers needs to proceed with both parties recognizing that the psychiatrist is fully in charge and is equipped to help the patient control himself or, if necessary, see to it that he will be helped to control himself by outside persons.
The psychiatrist should realize that much of what will transpire in psychotherapy sessions with the teenager will take the form of argument and challenge. Because teenagers frequently cannot ask directly for advice or guidance, they often adopt an argumentative stance. The psychiatrist must be willing to become engaged in such interchange at appropriate times because it is through such encounters that the teenager often picks up new ideas and information.
The psychiatrist must always remember that his teenage patient is not yet an adult and therefore cannot handle and should not be be expected to handle adult obligations and responsibilities, and the psychiatrist must therefore be prepared to set behavioural limits and provide controls when necessary.
5) The psychiatrist should not structure a session with his teenage patient to be entirely verbal. Indeed, teenagers to a great extent like to express themselves behaviourally and through activity, and the psychiatrist, therefore, should be prepared to become engaged with his patient in various physical activities or craft work. On some occasions it is good practice to conduct sessions outside the office while throwing a football, while playing with a basketball or while just going for a walk.
The psychiatrist must realize that he is actively being used by his teenage patient as a.model for identification during a crucial development period, and he must therefore impart some of his own values, ideals, morals and even judgments when they seem applicable and useful.
The psychiatrist must always realize that his patient is still developing intellectually and emotionally. The teenager's knowledge is still very often incomplete and sometimes he requires the psychiatrist to provide information, counselling or guidance.
The psychiatrist must never promise a contract of complete confidentiality. He must always make clear that the patient will need to rely on the therapist's judgment as to what will or will not be confided in others. The therapist, however, should always retain the right to share any information with any outside person who he feels would be helpful and in the best interests of his patient. Freedom of action is quite crucial for the psychiatrist in transactions with teenagers, since very often they are experts at playing adults off against each other. In addition, as indicated previously, there are often many occasions when some relevant information needs to be shared with outside persons in order that they can help support psychiatric treatment, and indeed provide outside help and structure for the teenager.
In closing, it should be emphasized that although the therapist often needs to be very direct and active, there is also much room, on many occasions, for him to assume the role of the more classical, interpretative, non-directive psychotherapist. In fact, the previously outlined terms, that the psychiatrist must insist on in establishing the therapeutic contract, ultimately tend to enhance those occasions when the teenager can begin to work at some honest self-examination, self-understanding and self-improvement.
Summary
In this paper the contract commonly established with adults in adult psychiatry is described. Reference is made to the expectations psychiatrists have for themselves and for their patients in the psychiatric contract. Excerpts of an assessment interview held with a teenage patient are given in order to demonstrate some of the attitudes the teenager may bring to his meeting with the psychiatrist. An elaboration of the attitudes commonly held by teenagers as they come to see the psychiatrist is given. The therapeutic attitudes and specific terms of contract found helpful in establishing an effective "Therapeutic Contract With Adolescents" are outlined.
Resume L'article ci-dessus fait etat de l'entente ordinairement etablie avec des adultes, en psychiatrie des adultes. On y mentionne ce qu'en attendent les psychiatres pour eux-memes et pour leurs clients par application de cette entente. L' auteur y donne des extraits d'une entrevue d'appreciation avec un malade adolescent afin de demontrer quelques-unes des attitudes que l'adolescent peut presenter lors de sa rencontre avec Ie psychiatre. L'article renferme egalement une elaboration des attitudes que presentent ordinairement les adolescents lorsqu'ils rendent visite au psychiatre. L'auteur y expose aussi les attitudes therapeutiques ainsi que les modalites particulieres a l'entente, que 1'0n trouve utiles dans l'erablissement d'une "entente efficace avec les adolescents".
I didn't want to harm the man. I thought he was a very nice gentleman. Soft-spoken. I thought so right up to tbe moment I cut his tbroat,
In Cold Blood (1966) Truman Capote 1924-
